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Required automatic sprinkler systems are
continuously maintained in refiable operating
condifion and are inspecied and tested
pericdically.  19.7.8, 46.12, NFPA 13, NFPA
25,975

This STANDARD is not met as evidenced by:
Based on cbservation and interview, the facility
failed to assure sprinkler heads were free of paint

(NFPA 25, 56.21,1.2).

The findings include:

Observation and interview with the Maintenance
Director, on March 19, 2012 at 10:30 a.m.
confirmed the sprinklar head deflector in the
kitchen janitor's closet was pattially covered with
paint.

This finding was verified by the Maintenance
Supervisor and acknowledged by the
Administrator during the exit conference on
March 19, 2012.

NFPA 101 LIFE SAFETY CODE STANDARD

Electrical wiring and equipment is in accordance
with NFPA 70, Nationat Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to power strips were not used for medical
devices, (NFPA 29, 3.3.2.1.2 (d) (2)

The findings include:

Observation and interview with the Maintenance
Direcior, on March 19, 2012 at 12:10 p.m.
confirmed the use of power strips with medical
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What corrective sctions will be saccomplished 5/5/12
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 | For those residents found to have bgen

affected by the deficient practice:

a) On 3/19/12, the maintenance director
removed the paint from the sprinkler head,

b) On03/19/12, the maintenance director
was insserviced by the facility’s executive
director on the importance of continnously
ensuring that sprinkler heads are free from
peint and are checked weekly,

How vou will identify other residents having
the potential to be affected by the same
deficient practics and what corrective action
will be taken:

a) All facility residents have the potential 10
be affected by this deficient practice.

b} On 03/19/12, the maintenance dirgctor
checked all sprinkler heads in the facility
to ensure they were free from paint. All
sprinkler beads were found to be free from
paint.

What measures will be put into place or what
systematic changes you will muke to ensure

that the deficient practice does not racur:
a) On03/19/12, all muinlenance pergonne!

were in-gerviced by the maintenance
director on assuring sprinkler heads were
free of paint ang the inportance of
ensuring sprinkler heads are maintained.

bl The maintenance director will audit
sprinkler heads to epsure they are properly
maintsined weekly for 4 weeks and
monthly for 2 months,
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How the corrective actions will be monitored | 5/5 /12

K 147 | Continued From page 1 Kﬂﬁz to_ensura the deficient practice will not recur;
devices plugged into them in Resident room 327 L., what quality sssurapce program will be
with an electric bed plugged info it and Resident put into place:
roem 121 was ohserved with one (1) power strip
with an Oxygen concentrator and "Easy Air* a) The maintensnce director will report the
breathing machine plugged into it. ' resulis of the sprinkler head audits to the
This finding was venfied by the Mainienance performance improvement conunitee for
Supervisor and acknowledged by the 3 months.

Administrator during the exit conferencs on b) The performance improvement commitise
March 19, 2012. will review the results; snd if deermed

necessary by the committee, additional
education may be provided. The process
may be evaluated/revised and/or the audits
reviewed for 3 months or until 100%
compliance ig achieved.

) Performance irpprovement commities
members are the executive director, the
medical direetor, the director of nursing,
the assistant director of nursing, the MDS
coordinator, the PPS nurse, the rehab
services manager, the social servicey
director, the dietary managur, the
pharmacist, the maintenance director, the
businzss office manager, the
housekeeping supervisor, the stafl
development coordinator, 2nd the wound
care norse,

K147 What corrective actions will be accomplished
Eor those residents found o have been
affected by the deficient pracrice:

a) On 3/19/12, the maintenance director
moved the glectrie bed plug in room 327
to an outlet,

b} On03/21/12, the muintenance director
added outlots to reom 121 to allow all
medical equipment 1o be powered direotly
from an ontlet.

5/5/12
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Plans.
(@) Physical Faciiity (Internal Situations).

5. Each of the following disaster preparedness
plans shall be conducted annually prior to the
menth listed in the plan. Drills are for the
purpose of educating staff, resource
determination, testing personnel safety provisions

medical equipment to ensure power sirips
are not being nsed throughont the facility
for 4 weeks und monthly for 2 months.

How the corrective actions will be monitored
to ensure the deficient practice will not recur;
i.e.. what quality sssurance program will bes
put into place:
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N 848/ 1200-8-6-.08 (18) Building Standards K147 | o) On3/19/12 the maintenunce director was | 5/5/12
in-serviced by the facility’s executive
(18) It shall be demonstrated through the director on ensuring that medical
submission of plans and specifications that in equipment is not plugged into power
each nursing home a negative air pressure shall Strips.
be maintained in the seiled utility area, toilet o
raom, janitor' s closet, dishwashing and other How you will identify ather residents having
such soiled spaces, and a positive air pressure the potential to be affected by the same
shall be maintained in all clean areas including, deficient practice and what cormective action
but not limited to, clean linen rooms and clean will be taken:
utility rooms. a) Adl facility residents have the potential to
be affected by this deficient practice,
B) On03/19/12, the maintenence direstor
audited all medical equipment in the
This Rule is not met as evidenced by: facility to ensure that power sirips were
Based on observation and interview, the facility not being used to power medical
failed to assure dirty areas were maintained at a equipment in the facility. All other
negative pressure by having an operable exhaust, medical squipment was in compliance.
The findings include:
Observation and interview with the Maintenance What meagures will he put imto place or what
Director, on March 18, 2012 p.m. at 10:25 a.m. systematic changes you will make to ensure
confirmed the lauundry sofled linen room and that the deficient practics does not recur;
Kitchen janitors closet were not at a negative ) On03/19/12, all maintenance personnst
pressure and the exhaust was not working. were in-serviced by the maintenance
This finding was verified by the Maintenance director on aysuring medical equipment is
Supervisor and acknowledged by the not plugged into power swvips, by the
Administrator during the exit ¢conference on maintenance dirsctor.
March 19, 2012, bl ©Ou04/18/12 and on 04/20/12, all staff
will be b-serviced on regulatory
I ompli ing: '
N1410] 1200-8-6-.14(2)(a)5.(ii} Disaster Preparedness o ‘:;’“j:f;fcfﬂj::ﬁ‘;i fpﬁ;‘:ﬂbﬁﬁf Stipa
(2} Physical Facility and Gommunity Emergency &) : %?;nm::ﬂiﬁﬁ%m will audit
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2011,

This finding was verified by the Maintenance
Supervisor and acknowledged by the
Administrator during the exit conference on
March 18, 2012,

affectad by the deficient pragtice:
a) On3/19/12, the maintevance director

called and ordered exheust fans, On
04/02/12, the maintenance director
replaced the exhaust fans in the kitchen
jemitor's closet #nd in the taundry soilad
linen room. Both rooms maintain
negative air pressure.

b} On 3/19/12, the maintenance director was
in-serviced by the facility’s executive
director on ensuring that the facility
adheres to building standards and
specifications of maintaining negative air
pressure in sojled spaces.
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N1410 | Continued From page 1 K147 | &) The maintenance director will report the | 5/5/12
results of the medical squipment/power
and communications with other facilities and strip audit to the performunce
community agencies. Records which document improvement committee for 3 months.
and evaluate these drills must be maintained for b) The performance improvement commines
at least three (3) years, will review the resabts; and if desmed
necessary by the commines, additional
(i) External disaster progedures plan (for education may be provided, The process
fornado, finod, earthquake), to be exercised prior may be evaluated/revised and/or the audits
to March, shail include: reviewed for 3 months or until 100%
compliance is achieved.
{I) Staff duties by department and job ¢} Performance improvement comrmittee
assignment; and, members are the execulive director, the
wmedical director, the director of musing,
(I} Evacuaticn procedures. the assistant director of nursing, the MDS
coordinator, the PPS nurse, the rehab
This Rule is nof met as evidenced by services manager, the social services
Based on interview and record review, the facility director, the dietary manager, the
failed to assure an earthquake drill was exercised pharmaeist, the maintenance divector, the
annually. business office manager, the
The findings include: housekeeping supervisor, the staff
Interview and record review with the Maintenance development coordinator, and the wound
Director on March 19, 2012 at 10:15 a.m, CATE DUrSE,
confirmed the facility failed to perform
earthquake drills anpually. There was no
documentation to indicate earthquake drills ar ‘What cotrective acions will be accomplished
in-gervice training was conducted in 2012 or N848 | For those residents found to have been Ri5/12

Le/pd 3JBvd

pivisian of Health Cara Facilities
STATE FORM

[ —

NOLHL38%2I13 207

L5

EY8Z21

PLBECPSGEER

It continuation sheet 2af 2

9b:BZ <192/28/P6




